A 47-year-old male was admitted with a 7-day history of bilateral testicular pain on a background of anorexia, nausea and vomiting, diarrhoea, and rigors. One day prior to admission, he noticed swelling and red discoloration of his penis and scrotum. There was no history of trauma, abdominal pain, urinary symptoms, or foreign travel. He had no significant medical or surgical history of note.
DISCUSSION
Fournier's gangrene is defined as a synergistic, polymicrobial, necrotising fasciitis of the perineal, perirectal, or genital area [1] . The bacterial synergism of aerobic and anaerobic organisms, indigenous commensals below the pelvic diaphragm, results in the production of exotoxins that lead to tissue necrosis and the synthesis of insoluble subcutaneous gases that give rise to the characteristic, though not constant [2] , subcutaneous emphysema of Fournier's gangrene. The bacteria involved act synergistically, FIGURE 1. Demonstrating oedema of the scrotum and penis, with gas in the left corpus spongiosum extending into the urethra. via collagenases, hyaluronidases, and other enzymes, to invade and destroy fascial planes. Ultimately, an obliterative endarteritis develops, and the ensuing cutaneous and subcutaneous vascular necrosis leads to localized ischaemia and further bacterial proliferation.
Although Fournier originally described idiopathic gangrene of the genitalia[3], Fournier's gangrene has an identifiable cause in approximately 95% of cases. The necrotizing process commonly originates with an infection in the anorectum, the urogenital tract, or the skin [4] .
The onset of the condition may be insidious, however, and the initial signs, including pain, oedema, and erythema, may be difficult to distinguish clinically from cellulitis. Early diagnosis and aggressive management are essential, as overwhelming sepsis may quickly develop and is associated with a significant mortality rate -reported as 16% in one meta-analysis [4] .
A deep fascia, termed Buck's fascia, covers the corpora cavernosa and the anterior urethra. Buck's fascia fuses to the dense tunica albuginea of the corpora cavernosa deep in the pelvis and this fascial layer usually limits the depth of tissue destruction in a necrotizing infection of the genitalia. The corpora cavernosa, urethra, testes, and cord structures are typically spared in Fournier's gangrene, while the superficial and deep fascia and the skin are destroyed.
Urinary diversion is accomplished with a urethral catheter in most instances. Suprapubic catheterisation is used when urethral drainage of the bladder is not possible because of pathology (e.g., stricture disease, prostatic hypertrophy). In this case report, Buck's fascia had been breached by the infective process, and the urethra and periurethral tissues were involved. Involvement of the urethra or periurethral tissues is an absolute indication for suprapubic urinary diversion to avoid further trauma to the involved delicate tissue. Immediate or delayed penectomy and orchidectomy may ultimately be necessary in cases where necrotic tissue replaces the entire penis or involves the testes at the time of surgical debridement [5] .
Demonstration of soft tissue gas or detection of subcutaneous crepitance is an absolute indication for surgical exploration. One should consider imaging in suspected cases of Fournier's gangrene where clinical examination is inconclusive. The presence of gas within the soft tissues is detected more sensitively by imaging modalities when compared to physical examination.
Initial plain film may show moderate-to-large amounts of soft tissue gas. Ultrasonography (US) can be used to detect fluid or gas within the soft tissues. In addition, US can assess the blood flow to the testis if testicular torsion forms part of the differential diagnosis [1] . The drawback of US, however, is the need for direct pressure on the involved tissue; the patient with Fournier's gangrene will not tolerate this procedure.
Computed tomography (CT) imaging can detect smaller amounts of soft tissue gas than plain radiographs and can demonstrate fluid collections that track along the deep fascial planes. Distinction can be made between inflamed fascial planes or subcutaneous fat and uninvolved tissue [1] . Furthermore, CT evaluation of the perineum often demonstrates the underlying cause of Fournier's gangrene, such as perianal abscesses, fistulous tracts, incarcerated inguinal hernias, and sources of infection due to intraabdominal and retroperitoneal processes [6, 7] .
The CT scan defines the extent of the disease more specifically than plain films or ultrasound, and is of greatest benefit in planning the surgical debridement central to the management of this serious condition [8, 9] .
